Background: Immigrants often experience difficulties with acculturation and post migratory stress after arrival in a host country and studies report poor health, chronic pain and depression. This is a challenge for primary health care and interventions need to be evaluated. Objectives: To explore the experiences of a group of women from Somalia who took part in a multimodal pain rehabilitation programme in primary healthcare in Northern Sweden. Methods: Seven individual interviews a few months after participation, and a focus group discussion one year after the programme were conducted and analysed with Grounded theory. Results: A core category regained life emerged from the data. This was described as a process in two categories: panic and connection. The participants experienced that the programme was helpful and that the pain was reduced. They became more open-minded; got new ideas and knowledge; were helped to improve their societal adaptation and integration; experienced that they were not alone; and learned that there is benefits when a group of people share experiences and feelings. Conclusions: Multimodal pain rehabilitation can be helpful for women immigrants from Somalia. The programme triggered positive changes in their lives and they received knowledge about how to manage pain and improved their self-confidence and health.
Introduction
Chronic pain is one of the most disabling and costly afflictions in the developed world, but its burden is equally or more important in the developing world [1] [2] [3] . Approximately, 20% of the world's population suffers from chronic pain [3] . In Sweden, chronic pain is more common among women than men and among immigrants [4] .
According to Statistics Sweden, approximately 53,987 emigrants came to Sweden from Somalia between 2000 and 2014 [5] and around 7200 Somalis received Swedish citizenship between 2000 and 2011 [6] . These immigrants are passing or have passed through a process called acculturation. Acculturation is the changes that occur as a result of contact with culturally different people, groups and social influences [7] , even if these changes occur as a result of intercultural contact [8] . Migrants (immigrants, refugees and asylum seekers) often experience difficulties with acculturation and post migratory stress after arrival in a host country. This stress may be related to language barriers, unemployment, cultural differences, lack of social support, and experiences of discrimination, xenophobia or racism [9, 10] . These factors place migrants at risk for physical and mental disorders [11] .
Some migrants report their health to be good or very good before moving to the host country [12] . However, this can change completely after migration, with subsequent reports of poor health and feelings of depression and loneliness [12] . Moreover, migrants report poorer health when compared with local inhabitants [11] .
If gender is taken in consideration during the migrant's acculturation, women tend to be at a higher disadvantage when compared to men. The disadvantage makes female migrants even more prone to depression or feelings of loneliness [12, 13] . One reason for this may be a lack of higher education which makes it more difficult for women to compete with men in the labour market [12, 13] . In addition, having chronic pain further complicates the situation and leads to loss of control [14, 15] . Healthcare does not always support immigrant women in finding a way forward, but rather holds them back [15] .
According to International Association for the Study of Pain [16] , 'pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage'. Pain syndromes are distinguished on the basis of duration, site and pattern [17, 18] . Chronic pain is not transitory like acute pain, and persists more than three to six months [18] . Manifestations of plastic and biological changes, which may be permanent, are responsible for pain transmission to the neural pathways and other tissues, and will be partly responsible for that pain became chronic [17, 19] . However, psychological factors (such as depression, anxiety, fear, lack of self-confidence, and inability to handle different negative situations or events) also play an important role in pain experience [17, 20] and chronic pain negatively affects quality of life when about 1/3 of those who suffer from chronic pain are less able or unable to maintain an independent lifestyle [21] . Therefore, it is important to determine appropriate treatment, focussing on the original cause of the pain and taking into consideration all the other factors that contribute to perpetuation of the pain.
Scientific evidence shows that multimodal rehabilitation (MMR) can be more effective than separate interventions to reduce pain, increase return to work, give a more active life, and shorten sick leave [17] . Since 2011, national guidelines in Sweden for selection criteria are available to support assessment of patients with chronic pain, and thereby offer MMR on the appropriate level (specialist vs. primary healthcare) [22] . MMR programmes typically consist of psychological interventions combined with physical therapy, exercise or activity. MMR is based on a biopsychosocial model [23] that assumes that successful treatment must take in consideration somatic, psychosocial, environmental and personality factors. MMR involves interventions that proceed from a holistic perspective, combining behavioural psychological approaches and physical activity or relaxation exercises. MMR involves several methods to manage pain, as well as education about pain and physical activity. MMR is a process, and consists of well-planned and coordinated actions led by a team of professionals with a common goal [24] . The professionals who may be involved in the multimodal team include a medical doctor, nurse, physiotherapist, occupational therapist, social worker and psychologist.
There is a need to examine chronic pain, together with psychosocial points of view, especially with regard to immigrants and refugees who suffer from chronic pain and usually have more difficulty accessing healthcare [13] . These groups have not been included in previous studies of MMR and it is important to let the patients' voices be heard. Therefore, we performed a qualitative study that aimed to explore the experiences of a group of women from Somalia who took part in a multimodal pain rehabilitation programme in primary healthcare in Northern Sweden.
Methods
A qualitative approach with emergent design was used with individual interviews and one focus group discussion. Grounded theory [25] was used for the data analysis.
Settings
A group of Somalian women underwent an MMR programme with a biopsychosocial approach in a healthcare centre in Northern Sweden. The programme took place during the autumn of 2013. Women with some type of chronic musculoskeletal pain (mostly joint and muscle pain) were invited to take part in the programme. Eight women participated. The programme consisted of six weekly group sessions. Each session lasted up to two hours. There were one nurse, two physiotherapists, and one medical doctor involved in the programme. One of the physiotherapists had further education in cognitive behavioural therapy. The MMR programme consisted of physical activities like outdoor group walks and swimming lessons, and theoretical interventions like counselling about diet, body awareness, how to cope with pain, and women's health.
Study participants were originally from Somalia. Somalia has suffered from many internal problems since its authoritarian socialist regime collapsed in 1991 and resulted in many refugees. Participants reported that they were active in Somalia and did not have pain or difficultly performing their normal activities when they lived there. The age of the participants varied from 34 to 52 years old ( Table 1 ) and they lived in Sweden. Five participants were married but only two lived with their husbands. All the participants had children and lived with their children. Five were searching for a job, one was on sick leave, and one was a student. Four had never worked in Somalia. Three had 3-10 years of education, and the rest had not frequented school before they emigrated to Sweden.
Data collection
The inclusion criterion was patients who participated in an MMR programme for women from Somalia. They were informed about the study and asked to participate by one of the professionals in the MMR team. If they answered, they received an invitation letter by the first author at the beginning of 2014. The letter was written in two languages, Swedish and Somali. Seven participants were included and one declined to participate. The individual interviews took place during February to April 2014.
An interview guide with open ended questions was created for the individual interviews by the research team.
The questions were open-ended and mainly about the participant's experiences from the programme, e.g. if and what help they got from the MMR programme, and what could have been done to have a better programme. The first question was always 'How do you feel being part of the programme?'
All individual interviews were conducted in the meeting room at the healthcare centre where the MMR programme took place. Three people were present during the interviews, the participant, the interviewer (BS) and an interpreter. Three different interpreters were used; one woman interpreted for five of the individual interviews and the focus group discussion. The interpreter was asked to be as explanatory as possible when translating the questions. The reason for this was to promote a clear understanding of the questions for the participant. The interpreter was also asked to interpret the answers word by word, as nearly as possible to the original, so that loss of the original information would be kept to a minimum. The length of the interviews was from 15 to 60 minutes. As a second step to deepen the analysis, a focus group discussion was carried out. All women who participated in the MMR-programme were asked to participate in a focus group discussion at a one year follow-up. A new invitation letter was sent and a new interview guide was created to fit the focus group discussion. The questions in the interview guide related to how the programme affected participants during the past year. Five participants gathered for the focus group discussion in November 2014 in the conference room at the same primary health care centre as before. The first author (BS) led the group discussion. One particular team member (the nurse) was asked to be present. She was present during all of the MMR sessions and therefore had an important role during the MMR project. The participants were acquainted with her, and thought to be more at ease to interact during the discussion. Another member of the research team (GS) was present at the focus group discussion to help with the moderation if needed. All the participants sat around an oval table, and the focus group was held for an hour and 20 minutes.
Data analyses
The interviews and focus group discussion were recorded using an MP3 recorder and transcribed using verbatim transcription. Analyses of the transcribed data were done using Open Code version 4.01 [26] . The analysis was done in several steps, starting with open coding, then focussed coding, and selective coding [25, 27] . After these steps, subcategories started to emerge, followed by categories and the main category. Triangulation of the data was made by three persons (BS, GS, MR). The analyses were made independently and then negotiated in the research team to increase the credibility and validity of the results. Finally, a model was created to illustrate the process (Figure 1 ).
Ethical considerations
During the course of this study, general ethical principles regarding research were followed and the study was approved by the ethics committee of the Medical Faculty of Umeå University (document number 2013-192-31 M).
The letters of invitation clearly stated the objectives of the study and informed the participants that participation in the study would be completely voluntary. The participants were informed that possible future treatments at the healthcare centre would not be influenced by their participation (or lack of participation) in the study. All written information was explained verbally before the individual interviews and focus group discussion. It was also explained that their answers would be confidential, and that there would be no right or wrong answers. After being ensured of the study intentions, the participants signed an informed consent.
Results
One core category regained life emerged from the interviews and the focus group. The core category represents a process that positively influenced participants' lives. This process was experienced from the beginning of the MMR programme and continued one year after the end (Figure 1 ). The main result from the whole process was that participants became more open-minded. They acquired new ideas and knowledge, obtained help to improve their adaptation and integration in the society, realised that they were not alone with their problems, and recognised that there was something to gain if a group of people share their experiences and feelings.
When the participants described their experiences before the programme, they often used the word I, defining the participants as individual entities. These individual entities changed to we (the group of participants) when they described their experiences during and after the programme.
Two categories were associated with the core category: panic and connection. Four subcategories were associated with the category panic, and six subcategories with the category connection ( Table 2 ). The core category, categories, subcategories and examples of codes are presented in Table 2 .
The relations between the theme, categories and subcategories are presented in Figure 1 . Explanations of each category are presented in the text below. Subcategories are marked in italics. Quotations from the participants are presented, indented in the text.
Panic
The category panic was related to participant experiences and feelings before attending the programme.
The subcategory life crisis was related to experiences and feelings that participants had in their personal life before the start of the MMR programme. The differences between Somalia and Sweden (e.g. culture, language, food, weather) made it difficult for participants to be acquainted with Swedish settings.
It is a great change when moving from one's own country to another completely different (one). It feels like a shock in the body and it takes time to gain roots. It takes several years for one to understand how to survive. (P2)
The participants felt as if they had lost their identities when they came to Sweden. Some reported that they were used to interacting with other people in Somalia but since they moved to Sweden, they were not able to interact with the local inhabitants because of language barriers. This led to difficulties in finding a job and being self-sufficient. Unemployment and the barriers to being active in Swedish society led to what the participants expressed as troubles in their lives.
… it's the unemployment that is the worst and therefore creates chaos. (P4)
Weather differences between Somalia and Sweden were negative in the participants' lives. They reported missing the sunny and warm climate of Somalia, and felt that the short and cold winter days in Sweden made them feel depressed.
… we were used to be in a sunny country and suddenly we came to a country that hardly has sun during the winter, and it causes the body to be in shock. (P3)
The participants experienced isolation and felt loneliness. They sometimes felt like they were imprisoned, alone and misplaced. Some even had feelings of hopelessness. This lead to feelings of fear, stress, anxiety and depression, and these contributed to poorer reported health. This was further intensified if the participants had children to care for. Over time, these feelings resulted in a vicious spiral. More fear, stress and anxiety led to isolation and desire to only stay in bed.
It's not good to be isolated and to be alone. One becomes more ill. (P6)
Participants experienced poor health in general before the MMR programme. Some participants also reported fatigue. This was permanent, and sometimes on such a large scale that it impeded performance of being active and their normal daily activities.
I had pain in the whole body and a lot of tiredness during that time, indeed. (P2) Some participants reported stomach pain. They related the pain and poor health to stress and poor eating habits that they acquired when they came to Sweden. This was because of difficulty in accessing fresh and familiar foods, as well as the high price of food (especially fresh food) in Sweden compared to Somalia. Stomach pain and musculoskeletal pain made some of the participants feel desperate. I had pain and was so tense that I thought that I had a serious disease. (P2) Participants stated that their health started to deteriorate significantly when they moved to Sweden.
The subcategory constant search for medical care represented experiences the participants had in their search and need for healthcare. Before the start of the MMR programme, the participants searched for medical help at their local healthcare centre. The participants stated that the medical staff could not find any relevant problems with them. Even if the medical staff tried to explain that there was nothing wrong with the participants' bodies, the staff prescribed medicines for the pain. The permanence and worsening of symptoms, and lack of answers for the patient's problems led to feelings of frustration and insecurity.
… . I almost thought that I had something broken, and visited the doctor so many times. (P1)
According to the participants, the situation was like an endless loop. They only searched for medical help more frequently, and in some cases, they 'visited the doctor once a week'.
Another reported aspect was the expense of the medical care and prescribed medicines. Even though Sweden has a state-delimited annual limit for healthcare expenses, these were an extra burden on their limited incomes. The participants stated that before coming to Sweden they rarely searched for medical help.
Connection
The category 'connection' was related to participant experiences and feelings during and after the programme.
Participants had positive experiences regarding the MMR programme that they expressed as interesting, useful and helpful. The most valued were judged to be the diet classes and physical activities. All parts of the programme stimulated, motivated and encouraged the participants to be active. This was something that had not happened since they moved from Somalia. For example, the group walks were a fun, efficient and inexpensive way for them to be active. Contact with the water during swimming classes was especially appreciated.
Some of the participants claimed that they could 'go further with their lives', and that the programme experiences helped them to 'get their lives back again'.
What is good is that everything that I got here has helped me to live today. (P1)
Participants were unanimous about the programme being very good and useful. However, there were some topics raised that were said could be improved, such as too few swimming lessons, and problems with being together with participants who already knew how to swim. Some participants wanted further development of the programme, and asked for a continuation (like a Step 2).
Good interaction as a group was another subcategory that emerged. The participants reported being pleased with the experiences they had in the group created for the programme. The opportunity to share their experiences, opinions, ideas, knowledge and feelings with the rest of the group and the staff promoted an important interaction that would be impossible if the programme was held only on an individual level. They stated that training in group was not only therapeutic, but also fun. The fact that the participants shared a similar cultural background, language and problems, was also pointed out as positive. These common factors promoted an easier and better interaction.
One learns and gets a lot from each other. One learns about experiences and opinions. It provides much more if there are many (people) compared to just one. (P2)
Attained knowledge represented the general knowledge that the participants obtained from the programme. This knowledge was related to several aspects, such as information about diet, different training options, pain, body awareness and women's health.
All the information that I got here has helped me to live today. (P1) Information about diet was commended by all participants. They improved and adapted their diet, learned how to access and prepare food, how to combine different foods, and about the need to ingest dietary sources of vitamin D.
They talked about food with us … it was good to be there and to learn how to eat properly. (P4) Information about exercise and physical activity as a way to reduce pain symptoms and maintain good health was also appreciated. Participants reported that walking was an activity that they often performed in their home country. However, they had become less physical active since they moved to Sweden. Interval training instructions were experienced as fun, and helped them to be more active. Participants liked learning to swim and especially having contact with water since it is relaxing and fun. They appreciated the opportunity to swim indoors during the cold and dark winter months. Participants reported having to learn about training in the gym as a way to be physical active and to improve their health. Gym training was something new for some of the women. They assessed gym training as a good alternative, especially during the winter months, since it becomes challenging and difficult to train and be active outdoors.
I started to go to the gym, and that was something that I didn't care about or wanted to do before. (P2) Discussions of body awareness were also an appreciated topic. The participants reported that they started to feel their bodies in a different way, started to realise that their pain was not related to serious disease, and that the pain could be manageable. Some participants reported that they were afraid of exhaustion before the programme, since they thought that a rapid heartbeat could result in major heart problems or even death. During the programme, they learned that higher heart beats and becoming tired are due to poor physical condition, and this was something that could be improved.
I learned that if the heart beats fast and I become breathless it is not something serious, it is just bad physical condition. (P3)
The subcategory self-management and self-confidence showed how the participants acquired ability to take care of themselves and their own health, and they started to be more confident. The knowledge attained helped them realise that they did not need to visit the doctor every time a little problem occurred. They learned that they could reduce their need and search for medical help. I visited the doctor once a week before … .Nowadays, I haven't come here for almost a year. We (participant and healthcare staff) haven't met because of this program. (P1) This confidence led the participants to perform their daily activities more effectively. The association of factors like understanding of their bodies, less need and search for medical help, and better ability to perform the daily activities, influenced the willingness and motivation to participate in activities, meet other people, get a job, integrate into society, and reach their goals.
… . we can continue with our lives! (P2)
Directly after the MMR programme, some participants asked questions about problems in finding a place to be physically active after the end of the programme. At one year follow up, the participants enthusiastically said that they had solved this themselves by renting a place where they could have dancing lessons together, and also bring other friends.
Willingness to share represented the willingness of participants to share their programme experiences and knowledge with others. In some cases, the participants stated that they had influenced others, e.g. family and friends, to be more active.
We have learned interval training. I started to do that with my husband. (P3) It was also clear that participants were willing to share their knowledge with other people who might be in the same situation they were before the programme. The participants emphasised a strong willingness to promote the programme and provided some ideas about how to do it. They even presented the possibility of being available to talk about their experiences to anyone who wanted information about the programme and might be interested in participating.
… . we are ready, and prove that they will become healthier with the program. (P3) Improved health. This subcategory represented the participant's own assessed state of health after the MMR programme. Participants generally reported that their pain was reduced, reduced to some extent, or completely resolved after the programme.
My pain is completely gone, thanks to the program. (P7)
The participants generally reported that their health was improved and some participants reported that they felt younger and even had regained their health. The state of health that participants referred to was the one they had in their home country, before the war, and before coming to Sweden.
I got my health again! (P1)
However, there were also exceptions. One participant said that her main disease had already been treated with specific medical help before the MMR programme, and therefore did not notice any changes in her health with the MMR programme.
Discussion
This qualitative study provides insights into the feelings and experiences that a group of women immigrants with chronic pain expressed in connection with a multimodal pain rehabilitation programme. The programme triggered a process that changed the participants and their lives in a positive way when they attained knowledge about pain, diet and how to exercise, became capable to taking care of themselves, and improved their self-confidence. Most participants improved their health as well. The participants expressed this as they regained life.
Before the programme started, the participants reported that their lives were in crisis and chaos, and that they were mostly isolated from the rest of the society. These results are in accordance with previous research [12, 14, 15, 28, 29] , in which female immigrant pain patients reported loss of their identities and social network. They developed emotional distress, were depressed, and lost their ability to carry out the daily activities that they were used to performing. The participants in our study experienced their health as poor before the MMR programme. Many immigrants experience their health as poor or very poor when they come to a host country, and report physical disabilities due to pain which includes persistent suffering, fatigue, limited endurance [12, 13, [28] [29] [30] and mental ill-health [14, 15] . This often led to healthcare visits. Constant or frequent searches for help and health care before the MMR programme was a topic raised by the participants in our study. Other studies also describe this behaviour [14, 15, 28, 29, 31] .
In the current study, the participants were unanimous about the usefulness of knowledge attained from the MMR programme. Ekhammar et al. report factors such as coping with pain or understanding their bodies and their respective limitations or problems as useful knowledge acquired from MMR programmes [31] . The programme also led to improvement in their health. These results are supported by other studies of MMR, which show long-term positive effects on pain and disability [31, 32] .
The MMR programme trigged a change that led to a new course in the participants' lives. In their own words, as they 'got their life back'. This is in agreement with another study where MMR led to feelings of empowerment and regained hope [31] . Other long-term effects on depression and several domains of life satisfaction are seen after MMR [32] .
The increase in self-management was another topic raised by participants. Some studies support this, in that participants report having more confidence in themselves, and better strategies for coping with pain [28, 32] . Another important result was the lesser need and search for healthcare after the programme. In another study, MMR programme participants had fewer negative beliefs about recovery, and were therefore less frequently referred back to primary health care for follow-up compared to participants of an individual rehabilitation programme [32] .
Patients participating in MMR programmes are commonly included in a group. According to our participants, it was beneficial and this is also described in other studies of MMR [32, 33] . Patients in group rehabilitation reported reduced anxiety and depression, and improved body image [28] . However, others report no differences when group rehabilitation is compared to individual rehabilitation [34] .
Similar to other studies, the immigrant women felt isolated and missed the social interaction from their host country [14, 29] . As our MMR group was adapted so that participants shared a similar language, background and culture, they had the opportunity to express themselves and share their own experiences with the group. The interaction between group members resulted in them becoming we instead of I. This may have contributed to the programme's positive results.
After the MMR programme, participants reported a willingness to share their acquired knowledge from the MMR programme with others like their family and friends. There are studies about patients who started to socialise more, and had more willingness to interact with the surrounding society after MMR. For example, they interacted more with their families or searched for a job [31, 32] . Even if the results from these studies do not precisely support our study results, they are similar in the way the participants were willing to interact more with others after the MMR programmes.
Participants reported that they liked their lives in Somalia even if there were problems there, and they would not want to emigrate if it wasn't for the war. The participants pointed out that when they lived in Somalia, they had a job, a house, a family, a social network, fresh food on the table, good weather, and most importantly, good health and no signs of depression. These topics are in accordance with those already documented in the literature [12, 29] , where immigrants reported having good health, no signs of depression, and no feelings of loneliness before moving to the host country.
Some participants expressed difficulties in finding a place to do physical activities after the programme. Even if they participated in the programme and had positive results, they need to have proper stimulation to continue to have an active life. This is important to be aware of since physical activity has a positive long-term influence on many diseases [35] .
In a study by Stenberg et al., some health care professionals doubted the appropriateness of group rehabilitation for immigrants due to the need for an interpreter and different cultural views on pain [36, 37] . In this study, immigrants found MMR to be beneficial even if an interpreter was used. Norrefalk et al. found that interdisciplinary rehabilitation in an 8-week programme for patients with chronic pain was beneficial to the same extent for immigrants as for native Swedes in terms of return-to-work [36] . However, it has been reported that the healthcare 'one size fits all system' does not work for our multicultural society [7] . Our healthcare systems and healthcare providers have to evolve and adapt to the different situations that arise when those that search for help have very different backgrounds and cultures [15] . This study can serve as an encouragement to set up MMR programmes for immigrants with chronic pain in primary health care. However, there is a need to further study the rehabilitation process among both women and men immigrated from different parts of the world.
Methodological discussion
Individual interviews are good for participants who are not talkative, because they can take their time in answering [38, 39] . In this study, the participants had no problems criticising the least good aspects of the programme. Even the less talkative participants had enough time to express their experiences and thoughts. Some of the participants were a little apprehensive about expressing their feelings and opinions to someone they did not know, especially at the beginning of the interviews. This could also be because the interviewer was a man. It is possible that a woman would get the answers more promptly. To overcome these difficulties, and since some of the interviews were short, we decided to add a focus group interview. A focus group interview is useful to perform explorative studies in a new field because the lively collective interaction can generate spontaneous, expressive and emotional perceptions on a higher scale than the individual interview [39] . In that way, focus group worked very well in this study. However, the participants did not report any negative experiences of programme like they sometimes did during individual interviews.
Some difficulties of using a man as interviewer were noticed during the focus group discussion. Even when there was a lot of positive energy from the group, the answers and questions posed by the participants were usually directed to other MMR group members, to the woman member of the MMR team, or the woman member of the research team, and not to the interviewer.
The interviews and focus group discussion were held in Swedish because the interviewer was unable to speak Somali. The participants had very limited knowledge of Swedish and an interpreter had to be used. The way in which the experiences and ideas were formulated and expressed could have been affected to a greater or lesser extent. Some sentences had to be paraphrased in the transcriptions to make them more fluent. All the coding was then directly written into English for the final paper. There is a risk for translation bias when translating from Somali to Swedish and then to English. This is a challenging problem and not new to this study [35] . However, it was not possible to find an interpreter that could translate from Somali direct to English.
The first author has a physiotherapy degree as clinical background and academic training in qualitative research. He also has his own experiences of moving from one country and culture to another. This was a positive experience when talking about relevant topics to be included in the interview guide, and also led to sensitivity when conducting the interviews. There may be a risk of taking one's own experiences into the analysis, if one is being subjected to the same phenomena that is under study. The first author was aware and reflected on this during the research process. To enhance trustworthiness, triangulation was used with several researchers involved in the analysis and negotiating the result. The second author (BMS) has extensive experience in the specialty care of chronic pain patients. The third author (GS) has clinical experience in primary health care. Both second and third authors have academic experience in qualitative research.
The participants' mainly positive experiences in this study could be due to cognitive dissonance [40] . This phenomenon suggests that one seeks psychological consistency between personal expectations and reality. Even if the participants did not seem to have difficulties expressing their opinions, they may have accepted some lesser attractive approaches/ideas during the programme's course in order to find the necessary psychological consistency. This acceptance may have been further exacerbated since the programme was held in a group, as one is more prone to accept something less pleasant if others also accept it [40] .
Conclusions
This study provides insight into the experiences that a group of immigrant women had as participants in a MMR programme. The participants pointed out that their experiences were very positive, and the programme triggered positive changes in their lives. They learned about pain, diet and how to exercise, became capable of taking care of themselves, and improved their self-confidence, health and reduced their pain.
